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abdominal wall thoroughly cleansed and the edges brought to¬ 
gether by five deep stitches. A short (2 inch) drainage tube was 
laid between the two surfaces of the wound, which was then closed by 
a continuous suture and iodoform dressing applied.. Aside from a 
chill with some slight elevation of temperature, attributed to catheter¬ 
ization, immediately following the operation, the patient made a rapid 
and complete recovery’. The fork, a solid one, was eight inches in 
length and the base of the tines, of which there were four, were en¬ 
crusted with calcareous and fiecal matter only one-third the distance 
up, leaving the points uncovered and very sharp [from corrosion.— 
Polyclinic , June, 1887. 

IX. Laparotomy with Resection and Suture of the Intestine 
for Gangrenous Strangulated Hernia. By John A. Wyeth, M.D. 
(New York). In a case of strangulated femoral hernia with gangrene 
of the gut in a woman, let. 56, the strangulation having existed about 
ten days, two and a half inches of the small intestine with a triangular 
bit of the adjoining mesentery were removed by abdominal section 
along the outer side of the rectus muscle of the side affected, and the 
two ends of the gut sutured. The femoral canal was closed and a rad¬ 
ical cure of the hemia secured. The writer specially emphasizes his 
method of joining the ends of the divided gut, a combination of 
Czerny’s sutures through the mucous membrane alone, Lembert’s 
suture and an intermediate suture, piercing the peritoneal coat, passing 
along with the muscular layer, and coming out on the free border of 
the gut. The Lembert and intermediate sutures alternate throughout 
the entire circumference and should be one-eighth inch apart; the 
Czemy sutures should be from one-fourth to three-eighths inch apart. 
The patient rallied well from the operation and ultimately made a good 
recovery. The author divides the treatment of strangulated hemia 
with gangrene of the intestine into three methods: (1) Establishing a 
permanent fiecal fistula at the seat of the hemia. (2) Immediate ex¬ 
section of the gangrenous portion of the gut through the hernial open¬ 
ing, reunion of the ends by suture and return of the loop. (2) Tem¬ 
porary fistula followed, after an interval of some days, by laparotomy, 
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excision and suture. The first is adapted to subjects so feeble that no 
operative procedure is justifiable; the second to ivell-nourished pa¬ 
tients who bear the anaesthetic well; the third to intermediate cases.— 
N Y. Med. Jour., Mar 19, 1887. 

James E. Pilcher (U. S. Army). 

X. Case of Herniotomy With Excision of Gangrenous 
Portion of Intestine. Recovery. Rushton Parker, F. R. C. S. 
(Liverpool). In this case, which makes the third, in which the author 
during the last four years has performed excision of gut in herniotomy, 
the result was successful. The patient was admitted with strangulated 
inguino-scrotal hemia on the left side, of about 24 hours’ duration. 
On opening the sac, excessiyely foetid, blood-stained liquid escaped, 
revealing a coil of greenish-black small intestine, and a mass of omen¬ 
tum. The neck of the sac was the external abdominal ring tightly em¬ 
bracing the contents. On freely laying open the sac through the stric¬ 
ture, the peritoneal aperture was plugged unth a sponge soaked in 
perchloride of mercury solution, while the unsound contents were being 
excised. The narrow omental pedicle was tied with catgut in two por¬ 
tions, cut beyond, and the stump returned, while the whole of the 
intestinal coil, steeped in and dripping with putrid liquid, was cut away 
with a corresponding wedge of mesentery, haemorrhage being pre¬ 
vented or arrested by clamping with the fingers and by sponge pressure 
until the bleeding vessels were tied with catgut. The mesenteric gap 
was closed by continuous catgut suture, and the intestinal tube re¬ 
united by means of interrupted stitches of the same material. 

These latter penetrated no deeper than the muscular layers, and were 
passed twice through the tissues of each piece ot gut, so as to bring 
peritoneum close up to peritoneum, leaving the cut ends of the tube 
inverted into the canal. After the reduction of the loop of united gut 
the question of radical cure suggested itself, but here, owing to the lax¬ 
ity of the margins of the inguinal outlet, something more appeared to 
be necessary than the mere dealing with the sac. Consequently, exam¬ 
ination of the testicle having shown it to be atrophied, it together with 
the tunica vaginalis and all the scrotal part of the hernial sac, injured 
by putrid imb'' : on as the latter was—were stripped up to the level of 



